The success of any screening programme depends largely on the acceptability of the community to undergo screening. This study is an attempt to explore the perspectives of rural women on screening through qualitative research, using data generated in a consensus workshop for an unscreened population prior to the start of a screening programme. The study adopted a qualitative method in the form of consensus-planning workshop prior to the start of the careHPV screening project. Knowledge about cervical cancer and human papillomavirus (HPV) infection was found to be very low. Special efforts are needed to educate the elderly women of the family and the peers of the rural community so that the project runs successfully, as their views can influence community participation. The response by rural women in undertaking selfsamplings was good. Cervical screening is acceptable and can be implemented in a rural community setting. The success of screening programme depends on health education of the rural community. 
Introduction
Cancer of the cervix is a leading cancer for females, with 528,000 annual new cases and 266,000 annual deaths globally, the majority of which occurring in low-resource countries (LRCs). Incidence in India is high with 123,000 new cases and 67,000 deaths every year [1] . For any screening programme to be successful, the prerequisite is to have a screening test which is cost-effective and acceptable to the community. In a screening programme, it is known that an effective screening test is only part of the solution [2] . Alliance for Cervical Cancer Prevention (ACCP), an international nonprofit organisation, recommend the role of community's involvement in order to get the maximum output in terms of women's voluntary participation in cervical screening [3] .
The attitude towards screening is a complex interaction of various social determinants of health, and understanding this is important in the design of a screening project. A study based on community participation is the best way to ensure a programme achieves high screening and follow-up rates [4] . A consensus-planning workshop provides an opportunity for in-depth interviews of many groups, in order to achieve better understanding of the various stakeholders in the community and to record their views [5] . A previous study has been conducted to determine the views of women on cervical screening and the level of acceptance of self-sampling [6] . Ports et al. evaluated the preference of rural women and community health advocates on information delivery through quality in-depth interview [7] . In another study, women's attitude, belief and knowledge of HPV and cervical cancer prevention were qualitatively analysed [8] .
The performance of careHPV, a newer screening test, was evaluated in comparison of other screening tests, including visual inspection with acetic acid (VIA) and Papanicolaou (Pap) smear test, in the rural community of North India as a part of the global protocol [9, 10] . After they have undergone screening procedure, the post-screening perspective on self-sampling of rural women from the same community was reported as a part of the global protocol [10] .
However, a survey approaching a single group of women to study their attitudes does not cover the community's perspective on cervical cancer screening. In order to gather the wider views, an attempt was made to bring the community, healthcare providers, community influencers and policy makers together on the same platform.
This study aims to explore the perspectives of rural women and community on screening, through qualitative research on data generated in a consensus workshop for an unscreened population prior to the start of screening programme.
Method
The workshop was organised in collaboration with international non-profit and non-governmental organisations (NGOs), USA's Planning for Appropriate Technologies of Health (PATH) and Institute of Cytology and Preventive Oncology (ICPO) of Indian Council of Medical Research (ICMR), India. The workshop was organised at ICPO by bringing the participants to a common platform to prepare a consensus document prior to launching the careHPV screening programme in the community of Dadri, Gautam Budh Nagar district, Uttar Pradesh, India.
In-depth views of the rural community population as well as healthcare providers were collected through a qualitative research. Bringing parties including experts in cervical cancer screening and further management, policy influencers and policy makers on the same platform led to the making of the consensus document. The information could be utilised for further planning, execution and policy making, and has been proven to be a fruitful approach.
The workshop included meetings with global investigators and site investigators, followed by a work shop. The unique feature of the workshop was that it aimed to have representation from the whole com munity, including healthcare providers and policy makers. Participants of the workshop are shown in Table 1 . Villagers, as well as community leaders, including ASHAs (accredited social health activists), gram pradhan (a local self-government organisation in India of the Panchayati Raj system at the village or small town level) and school teachers were invited. 27 such participants took part in the events. Also attending was the service provider group, which included doctors from primary health centres (PHCs) and community health centres (CHCs) along with health supervisors, lady health visitors (LHVs) and ANMs (auxiliary nurse midwives). 12 such participants from Dadri area were included. In addition, there was participation from the group of policy makers, policy influencers and NGOs, which included Chief Medical Officer (CMO), Deputy CMO, a representative from National Cancer Registry's programme, a representative from Health Ministry, and expert doctors of gynecological cancer from Delhi's apex medical colleges of Lok Nayak Hospital and All India Institute of Medical Sciences (AIIMS). Representatives from ICMR were also present and their views were incorporated. 15 such participants attended the meeting. Focus group discussion sessions were then held along with role plays in order to generate discussions on relevant issues; to know about the participants' knowledge, attitude and practice on health-related problems; and to draw a conclusion on their attitude towards screening. Discussions were conducted by facilitators to explore the views of participants. A consensus document was prepared to address the various issues raised and to find solutions for the best possible way to undertake cervical cancer screening in the community. A team of observers made notes throughout the day of workshop, which was pooled in the review session and analysed. Further inferences were drawn from the results obtained from the analysis. Table 2 shows the key findings from the qualitative research workshop. Knowledge about cervical cancer and of HPV infection was very low. The chronic nature of HPV infection, and that it takes years to manifest as a precancerous and cancerous lesion, was not known to the community. The community was also unaware about the gender and age groups affected by HPV infection.
Results
Some of the women in the community said that they can go for screening by themselves and do not need their husband's company. However, a majority of women said that they would like their husbands to accompany them when they go for screening. A few women were comfortable to go to a screening centre in the company of their neighbours or friends. They also expressed that they often do so for their healthcare needs.
Although most of the women said that they do not need permission to go, as far as screening is concern, they do need their husbands' permission for further diagnosis Table 2 . Key findings from qualitative consensus workshop
List of key findings
Knowledge of cancer in general, cervical cancer and HPV infection was low.
Need to clarify how is screening beneficial and how HPV harms a woman.
Health education to be imparted especially in elderly women and husbands of women to increase the coverage.
Husbands not entirely positive towards screening. Generally, a man would blame the woman for the infection.
Counselling found to be a way to minimise marital conflicts.
Women were comfortable with self-collection of the samples.
Gatekeepers of the community play an important role in explaining the screening process correctly and building acceptance.
and treatment. They also emphasised the need for getting permission from the elderly women at their home. Anganwadi Centers (AWWs) and other service providers, who are in close contact with the women of the community and do valuable work such as immunization and antenatal care. However, it also became evident that no such corresponding communication channels exist for males in the community. Lastly, women were mostly comfortable with selfcollection of careHPV samples. They recommended being provided with some guidance by the nurses when collecting self-samples.
Key recommendations
The first and foremost recommendation is to educate women about cervical cancer, its preventive nature and the im portance of screening for the asymptomatic. Husbands serve as the most influential component to the success of a screening project as they are the decision makers, especially for further investigations and treatment after the screening round. A clear communication to the men in the community is needed in order to give the support needed by women in completing the screening process till treatment. HPV positivity is a sensitive issue which has to be handled cautiously, and counselling should be offered to minimise any marital conflicts. Special efforts are needed to educate the elderly women of the family and peers of the rural community so that the project could run successfully, as their views can influence the community participation.
Discussion
The knowledge of cervical cancer and HPV infection was low in the community. Despite the low level of education, they were ready to undergo screening and provide selfsampling for HPV testing. For providing self-samples, they expressed the need for guidance from female health workers.
Through the qualitative approach and face-to-face discussion with the community, it was apparent that health education was also needed for the entire community because the uptake of cervical screening depended on permissions from husbands and others such as elderly female family members. Husbands were especially needed to be counselled as they may blame the women for contracting HPV, a sexually transmitted infection. There were also issues regarding the need for family's permissions, community's permission and other factors.
The findings of the workshop would help investigators in designing health education material needed to motivate the community. It can also be incorporated to improve screening coverage. It had shown that even the rural women who were mostly unaware about cancer and cervical cancer can be motivated for screening [10] . The motivation for the women to go for screening by themselves would require appropriate health education messages tailored to the cultural, religious and spiritual belief of community [7, 11] . In another study from nearby rural community of North India, one of the main factors associated with cervical cancer screening was the uneducated elderly women [12] .
Another study from rural India found that health literacy, attitudes and beliefs of rural community were important components in the implementation of cervical screening [13] .
A study on Cameroonian women found that there was a high association between educational intervention about cancer and HPV and the acceptability for cervical selfsampling [14] . A qualitative research carried out in Malawi reported that although women lacked awareness and had misconception about cervical cancer prevention, they relied on trusted recourse for information, such as hospital staff, for their health and preventive behaviour [7] . HPV self-sampling was found to be useful for rural women of Appalachia who were underserved medically [15] . Our qualitative research workshop showed that women of the community were comfortable with self-samplings. There were studies on social determinants and influence of spirituality on cervical cancer screening [15, 16] .
Cervical screening, including self-sampling, is feasible and acceptable, but a wider acceptability depends on educational efforts related to the target population, while taking cultural and religious beliefs and practices into consideration [17] . We need to develop appropriate health education methods to motivate women in order to increase screening coverage [18] .
A review study conducted on qualitative research papers of 20 years has shown that the qualitative research had not been integrated in clinical practice [19] . Another review study concluded that although a considerable number of qualitative research had been done, they were not incorporated in screening guidelines [20] . The health education material developed by our study was the consensus views of rural community through the conclusion we drew out of the workshop, and hence it has been a great success.
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Conclusion
Cervical screening is acceptable and implementable in a rural community setting. The success of screening programme depends on the health education of the rural community.
